present time (six months after operation) the hearing in the right ear is normal, save that loud sounds are felt to be unpleasant. There is still deafness, but only obstructive deafness, in the left ear.
DISCUSSION.
Mr. JENKINS asked wlhere the osteomata were ? Mr. STUART-Low said he presuimed that the osteomna was of the sessile and ivory type and situated far in the ineatus on the posterior wall near the membrana tyinpani. A bony growth of such a character would necessitate very heavy hammiering for its remloval, and the probability was that this hammering, by giVling rise to an effusion into the aqueductus Fallopii, explained the oceuLrrence of the temporary facial paralysis that took place. In order to obviate what he considered very dangerous brain-shaking even in an ordinary niastoid operation, he had invented lead-headed chisels and mallet, the use of which materially lessened such concussion.
Mr. VLASTO said that when he was in the Navy, lie was one day talking in the ward-roomii when he suddenly noticed he had become very deaf in one ear. He callme to town and consulted three surgical colleagues, Mr. Cheatle, Mr. Scott and Mr. Cleininson. AIr. Cheatle diagnosed his case as one of neurosis, as there was definite absence of nerve conductioni on one side, and said the tests were not conclusive. The deafness in that ear, with a singing sound, persisted three months. Then hearing gradually returned, and it was now normnal. If the tests in these cases were not conclusive, the conditioni mlight he a neurosis. Dr. McKENZIE (in reply) said that in regard to the facial paralysis the conclusion to which he had comie, on a review of the case, was that he had probably gone a little astray. It was difficult to locate the facial nerve from the meatus, and especiallyr froni a deforiled meatus, without the guidance of the antrum. In doing the radical mastoid operation one foulnd the aditus, and knew from it the position of the nerve. But in the meatus, with its curve forward and the shelving forward of the posterior wall the facial nerve lay further forward and nearer to the chisel than would be supposed. He thought that in future the simplest thing in these cases would be to make an opening into the antruni first, and having thus localized the antruin and the facial nerve, one could estimate when, in the bony meatus, the region of danger was entered. Some time ago he did sone mneasurements on the facial nerve and found that it lay only 2 or .3 imm. behind the posterior wall of the meatus, and a little deviation in an operation on the bony meatus would bring one into the facial canal. The osteoma was of the sessile variety, the whole of the posterior ineatal bony wall being advanced; the growth was so near the mimembrane that the latter was involved. He could not see the membrane before operating as the meatus was completely occluded.
Dr. LOGAN TURNER (President) said he thought that if the facial paralysis was due to effusion into the nerve sheath fromi the act of chiselling as suggested by Mr. Stuart-Low, there would be more cases of facial nerve paralysis after the performance of mastoid operations.
Case of Extradural Abscess, Meningitis and Cerebellar
Abscess; Recovery.
By E. D. D. DAVIS, F.R.C.S. E. C., A WOMIAN, aged 26, was admitted to hospital on December 4, 1921, with a diagnosis of meningitis and suppuration of the left ear. The left ear had discharged pus off and on for two years, and fourteen days before admission Sectiont of Otology 45.
the ear ached and commenced to discharge. Her doctor saw her on November 26, and treated her for an abscess of the ear. On December 1, the patient had severe headache and vomited for ten hours, and became very noisy and restless.
The patient was first seen three days later when she had attacks of severe left occipital and frontal headache, but answered questions clearly. Temperature 100-80 F., pulse 92, respirations 24. Patient looked very ill. Pupils contracted with normal reactions. No nystagmus. Face normal. Rigidity of neck, slight tenderness of temporal fossa. Neither tenderness of mastoid nor tenderness along jugular vein. Left ear showed offensive purulent discharge with granulation tissue in the roof, and an attic perforation. Warm irrigation of left ear produced vertigo, but no nysta.gmus. Hearing: Conversational voice, 6 ft.; bone conduction normal; Weber + on left. Lumbar puncture: Turbid fluid reduced Fehling's solution; neutral reaction; numerous pus cells, no organisms.
Left radical mastoid operation immediately performed. A large quantity of foul pus in the lateral sinus groove, and extending forwards between the dura and petrous bone to the aqueduct of the vestibule and internal auditory meatus. Lateral sinus covered with granulation tissue, but collapsed on plugging the upper end, and afterwards, when opened, was found to be patent with no thrombosis. The posterior fossa was exposed right up to the labyrinth and facial canal, and as there was a sinus in the roof of the middle ear, a large area of middle fossa dura, was exposed. Both areas of dura mater appeared to be normal. The wound was left open with a view to opening the dura later.
Patient was much better, headache relieved. Temperature normal, pulse 88 for eight days, but on December 12 she complained of severe headache and vomited. Lumbar puncture: Clear sterile fluid. Patient drowsy, nystagmus to left, optic discs congested, no cedema. Definite inco-ordination, left hand, dysdiadokokinesis, grasp weaker than right. Left tendon Achillis and knee-jerk increased; later, ankle clonus.
Diagnosis by Dr. Adie: Posterior fossa abscess. Posterior fossa trephined behind lateral sinus, and after repeated exploration some foul-smelling pus, suggesting the presence of Bacillus coli, was evacuated.
Puncture of the dura in front of the lateral sinus produced no pus. After this operation, patient recovered slowly, but had one set-back when the drainage tube of the posterior fossa was removed too soon, and had to be replaced. The pus from the extradural abscess produced pneumococci and Bacillus proteus. Lumbar puncture fluid on December 20 produced pus, pneumococci and Bacillius proteus. The labyrinth tests, which will be carried out after complete convalescence, will be reported.
DISCUSSION.
Dr. LOGAN TURNER (President) asked whether Mr. Davis thouglht the cerebellar abscess was there all the tilme, the symllptoimis being masked by the meningitic symllptolmis. He also inquired why the exhibitor did not in the first instance explore the cerebelluil through the area of the bone internal to the sinus, rather than behind it. The patient had an extradural abscess between the labyrinith and the sinus.
Mr. G. J. JENKINS said that the result in this intricate case was excellent. He recognized the difficulty of making a comlplete exalmlination under these conditions. Mr. Davis spoke of pus cells being found in the cerebrospinal fluid; he (Mr. Jenkins) supposed that polymorphonuclears were meant. This was a very imiiportant finding, because in cases of cerebellar abscess in which there was no definite mneniingitis, he bad usually found the cell count showed lym-lphocytes in greater proportion; he now bad a case with 97 per cent. lymphocytes, 3 per cent. plasma cells, the protein in the fluid (004 per cent., and no change in the chlorides. In this case the count was that of purulent lleningitis-a large pus-cell count. He would like to know the sugar estimate, the proteid content, &c. The case raised a very important point in regard to cerebellar abscess. There were two kinds of abscesses in the posterior fossa: those involving mainly the imieninges, and those involving the cerebellum itself. Was the pus in close relation to the anterior wall of the fossa, in relation to the lateral sinus, or in the substance of the cerebelluiii ? rlr. J. F. O'MALLEY said that Mr. Davis's case was one of great interest. Did Mr.
Davis consider that the route of the infection was directly into the posterior fossa, along the lateral sin-us? Or did he think it was translabyrinthine ? Froill the examlination of the ear he (Mr. OMalley) thought it probably was not translabyrilnthine, as the bone conduction was evidently good. In this case, however, there appeared to have been two intracranial complications. At the first operation there were pus cells, and on the second occasioni the fluid was clear and sterile, and frolm that, one was inclined to assumie that the miieningitis was not dependent on the abscess, the abscess being probably the antecedent colndition, andl the meningitis being the acute manifestation which brought the patient for advice.
Sir WILLIAM MKILLIGAN agreed with MIr. O'Malley that the abscess had probably been present all the timile, and that it was the lateral sinus condition which brought the patient immediately under observation. In his experience, the mnajority of cases of cerebellar abscess had a certain amount of lmleningitis, though it was a question as to what was meant by m-leningitis. No organisms were fouind in this case, and it was important to klnow wvhether the cells found were pus cells. He did not regard a case as purulent miieninigitis unless organisms were found in the fluid. In the present case there had been lmluch localized irritation, and somle lym-lphocytosis in the theca. He would raise the questioin whether, in the case of an extensive cerebellar lesion such as this, it was not advisable to miiake a counter-opening for drainage. AWhen there was a septic process spreadilng along the petrous bone to the internal auditorymileatus, and the cerebellar abscess was opened through that route, was it not safer to make an opening behind the lateral sinus and do counter-drainage ? In m--any cases drainage was often very imperfect, therefore recently he had carefully followed the counter-drainage plan, and felt sure his resuLlts had been better. He did not think it added to the risks. The anatoimiy of the cerebellum was so peculiar, as also was the way in wlhich the tentoriuml acted, that drainage of these cases was even more difficult than in the case of cerebral abscess. The result in Mr. Davis's case was a surgical triumiiph. He (Sir Williani Milligan' had had a very similar case a year ago, but with the addition of anl extradural abscess, a cerebellar abscess with thrombosis, and also, at any rate clinically, septic cerebellitis. For days the patient had hovered between life and death, but finally recovered. Much bone was taken away, and counter-drainage wvas employed; a large cerebellar hernia resulted, whiclh had now disappeared, and the patient's mental condition was now good.
Sir JAMlES DUNDAS-GRANT endorsed Sir William Milligan's contention as to the value in these cases of making a counter-opening to secure good drainage. In a case which he had shown before the Section m-lany years ago there was throm--bosis of the lateral sinus in which ligature was done, but symptoms of cerebellar abscess soon supervened, the arm on that side becoming quite flaccid. He opened the abscess in front of the sinus, but pus poured out continuously until he m-lade a counter-opening behind it.
After that it dried up with extraordinary rapidity, and the patient went through the War as a driver in the Artillery. In the present case the subdural abscess seemed to have originated in the saccus endolymphaticus. In view of the difficulty in diagnosing these cases, Mr. Davis deserved congratulation.
Mr. CLEMINSON said the question asked as to why Mr. Davis did not explore in front of the lateral sinus, reminded him of an unfortunate experience in the case of a girl upon whom he operated for cerebellar abscess, the dura being opened in front of the lateral sinus by the removal of a triangle of bone. A drachmli of pus was in that way evacuated, but the patient almost immediately stopped breathing, though the heart continued to beat. Attempts made for two or three hours to induce respiration failed, although the heart still continued to beat during this time. In trying to find an explanation of this he had wondered whether the cedema of the opposite side of the cerebellum, when the pus had been evacuated, had pushed the medulla against the edge of the foramen magnum and so interfered with the respiratory tract; and whether, therefore, in a similar case, it might not be wise to do a decompression operation on the opposite side first. At the post-mortem examiiination nothing more was found.
Mr. SMALLEY said he had had a case in which a boy was brought in comatose, with a lesion on the right side; evidently he had an intracranial abscess. Ether was given, and he (Mr. Smalley) had just begun the operation-no bone had been removed-when the breathing stopped, and for that reason he thought it was a cerebellar abscess. Artificial respiration could not be carried on, and he therefore did a " rush " operation, so that in five minutes he had opened the cerebellum and let out over an ounce of pus.
Breathing then recomimienced and it went on straight away. He lived three or four days after, and then died of cerebellitis. The stoppage of respiration in that case was due to pressure on the medulla, a pressure which was already there.
Dr. LOGAN TURNER (President) referred to the fact that Sir WVilliam Milligan years ago had drawn his attention to the value of doing lumbar puncture when confronted with such difficultios as had just been mentioned. When breathing ceased, lumbar puncture could be done more quickly than the completion of the operation.
Mr. E. D. D. DAVIS (in reply) said he did not know why this patient had recovered, unless it was because it was a pneumococcal and Bacilluts colt and not a more virulent streptococcal infection. There was a perisinus abscess which tracked forwards to the internal auditory meatus. The wall of the sinus was covered with granulation tissue and the cerebellar abscess was discovered near the bulb of the lateral sinus. He believed that infection arose from the perisinus abscess and not through the labyrinth, because the hearing of the affected ear was good, and warm irrigation produced vertigo but no nystagmus. At the time of the first operation there was no clinical sign of cerebellar abscess, and the neurologist, Dr. Adie, at his second examination, eight days after the first operation, discovered definite signs of a posterior fossa or cerebellar abscess. He (Mr. Davis) said it was presumed that this abscess had developed later and was not present at the time of the first operation. The dura was punctured and explored in front of the lateral sinus with a negative result, but repeated exploration through a large opening in the posterior fossa behind the lateral sinus produced a quantity of foul pus. The posterior fossa was opened behind the lateral sinus because a more thorough exposure of the brain was obtained and, in a case where the diagnosis was doubtful, exploration and access was much easier, and this was the route preferred by Mr. Waggett. In his (Mr. Davis's) experience, the cerebro-spinal fluid of obvious cases of meningitis confirmed by autopsies was frequently sterile and contained no organisms in spite of the presence of pus.
Case in which both Meatuses are closed by False Membranes. By W. M. MOLLISON, M.Ch. C. J., FEMALE, aged 42, has always been completely deaf in the left ear, and has used a trumpet for the right ear for nine years. She thinks the hearing is getting worse in the right ear. Both meatuses end blindly, probably the result of suppuration.
